Introduction did she complain of abdominal tenderness or vaginal bleeding. The clinical picture of ectopic pregnancy is changing. This is Less than 12 h after last being seen she was admitted to the secondary to an increased awareness of the physician and gynaecology ward with severe lower abdominal pain and improvements in ultrasound diagnosis of ectopic pregnancies vaginal bleeding. On examination she was not shocked but (Cacciatore et al., 1989) . The result is a reduction in ruptured had a distended abdomen with guarding, and rebound tenectopic pregnancy at presentation. Transvaginal ultrasound has derness. She was admitted and underwent a laparoscopy become the first line diagnostic tool for the assessment of proceeding to laparotomy. At laparoscopy haemoperitoneum early pregnancy disorders. There are still, however, a significant was diagnosed and at laparotomy a ruptured ectopic pregnancy proportion of women with suspected early pregnancy abnorwas discovered at the isthmus of the left Fallopian tube. There mality, positive urine pregnancy test and an ultrasound scan was approximately one litre of fresh blood in the abdomen. which is unable to identify the location of pregnancy The right Fallopian tube was noted to be buried in adhesions. (Cacciatore et al., 1988; Hahlin et al., 1995; Banerjee et al., A left partial salpingectomy was performed and the patient 1999). In such cases an alternate diagnostic modality is had an uneventful post-operative recovery and was discharged required. The two main options proposed are diagnostic surgical home after 4 days. Histological assessment of the surgical laparoscopy (Ankum et al., 1993) or quantification of specimen confirmed an ectopic pregnancy. pregnancy hormones such as serum beta human chorionic gonadotrophin (βHCG) and progesterone (Kadar and Romero, 1988; Lindblom et al., 1989; Stovall and Ling, 1993) . It has Discussion recently been proposed that when ultrasound is unable to identify the pregnancy location and there is no evidence of Ectopic pregnancy is a significant cause of maternal death in the UK, accounting for 12 deaths in the last confidential haematoperitoneum, minimal discomfort and bleeding may be managed expectantly and monitored by serial changes in the enquiry into maternal deaths 1994-1996 'Why mothers die' (Confidential enquiry into maternal deaths, 1999). Of these, serum concentration βHCG (Hahlin et al., 1995; Banerjee et al., 1999) . The case presented highlights the potential eight deaths were considered to have received substandard care. This was most often due to delay in making the diagnosis problems in such management.
This case demonstrates the difficulties that can occur in making the diagnosis of ectopic pregnancy. The patient did not give a history of known significant risk factors such as pelvic inflammatory disease, tubal surgery, or previous ectopic pregnancy, although previous appendectomy has been implicated as a possible risk factor (Dimitry, 1987) . The patient did not complain of abdominal pain (until rupture of the tube 19 days after initial presentation) and abdominal and pelvic examinations were normal when she first presented. When tubal rupture occurs leading to haematoperitoneum, symptoms and signs can develop quickly. This patient was well less than 12 h before rupture.
We believe that this case is very important in highlighting the dangers in expectant management of women where the of serum quantative βHCG assays and ultrasound can be used to aid the diagnosis of ectopic pregnancy (Kadar et al., 1981) . A woman with serum βHCG concentrations Ͼ1000 IU/ml can References be expected to have an intrauterine sac visible on transvaginal Ankum, W.M., Van der Veen, F., Hamerlynch, J.V. T.H. et al. (1993) Laparoscopy: a dispensable tool in the diagnosis of ectopic pregnancy.
ultrasound when an intrauterine pregnancy is present (Caccia- conservative treatment (Banerjee et al., 1999) . As the patient Gynecol., 73, [770] [771] [772] [773] [774] was also clinically stable and presumed to have a miscarriage, Cacciatore, B., Stenman, U.H. and Ylostalo, P. (1990) Diagnosis of ectopic a conservative approach was therefore initially adopted. In pregnancy by vaginal ultrasonography in combination with a discriminatory serum hCG level of 1000 IU/l (IRP). Br. J. Obstet. Gynaecol., 97, [904] [905] [906] [907] [908] asymptomatic pregnant women where transvaginal ultrasound Confidential enquiry into maternal deaths (1999) HMSO, London. is unable to identify the pregnancy, βHCG concentrations Dimitry, E.S. (1987) Does previous appendectomy predispose to ectopic Ͻ1000 IU/l may be observed. As a result the use of early pregnancy? A retrospective case controlled study. J. Obstet. Gynaecol., 7, [221] [222] [223] [224] diagnostic laparoscopy has declined.
Hahlin, M., Thorburn, J. and Bryman, I. (1995) The expectant management In our case report the rate of fall in serum βHCG over of early pregnancies of uncertain site. Hum. Reprod., 10, 1223 Reprod., 10, -1227 19 days was consistent with a spontaneously resolving preg- Kadar, N. and Romero, R. (1988) Further observations on serial human chorionic gonadotrophin patterns in ectopic pregnancies and spontaneous nancy (Sauer et al., 1982) , yet rupture of the ectopic pregnancy (Ͻ3 cm) uncomplicated ectopic pregnancy, those with a falling serum βHCG concentration were not managed expectantly.
